Pretibial lymphoplasmacytic plaque in children is a rare emerging clinicopathological entity characterized by asymptomatic benign solitary plaque. Most of the cases are reported in healthy females. The treatment of choice is topical steroids.
Introduction
Lymphoplasmacytic plaque (LPP) in children is an emerging condition whose clinicopathological characterization continues to evolve. It was originally termed "isolated benign primary cutaneous plasmacytosis in children" by Gilliam. [1] Fried et al. considered the term "pretibial lymphoplasmacytic plaque in children" more adequate for describing this more elusive disease. [2] This clinical condition is characterized by asymptomatic benign erythematous plaque over the tibia with dermal lymphoplasmacytic infiltrate. Till date, nine cases have been reported typically in healthy Caucasian and Asian children. [3] Herein, we report the case of an 11-year-old healthy female child with pretibial plaque.
Case Report
An 11-year-old healthy girl presented with a single asymptomatic erythematous plaque on the shin of the right leg with 9 years' duration. Her mother observed small papular lesions at the site when the child was 2 years old and the lesions were gradually increasing to form a plaque of the present size. She had no history of trauma, insect bite, or foreign body exposure. On examination, there was a well-defined, nontender, erythematous plaque of 2 cm × 2 cm diameter over the anterior aspect of the right leg [ Figure 1 ]. There were no similar lesions elsewhere over the body. There was no regional lymphadenopathy. Systemic examination was normal. No clonality or atypicality of lymphocytes was present. Special stains such as periodic acid-Schiff, Fite, Leishman, Gomori-methenamine silver were done to rule out fungal, mycobacterial, and parasitic infections. A diagnosis of LPP was made on the basis of clinical and histopathological features. A potent topical steroid (clobetasol propionate 0.1%) cream was prescribed, and the case was reviewed after 8 weeks. There was a good response with three-fourths of the plaque regressed and the topical steroid was continued for another 4 weeks and the lesions completely regressed. The case was followed up to 6 months and there was no recurrence.
Discussion
LPP in children is characterized by asymptomatic solitary pink-to-violaceous erythematous papulonodular plaque with diameter measuring a few centimeters with a variably smooth-to-lobulated surface and
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For reprints contact: reprints@medknow.com mild scaling. The age of the affected individuals varies from 7 to 15 years with a predilection for females. The anterior shins appear to be the common sites, but lesions can also occur on the buttocks. Histopathologically, LPP shows a dense, mixed infiltrate featuring lymphocytes with admixed plasma cells. An epithelioid granulomatous infiltrate can also be seen. [3] Till date, nine cases have been reported and ours is the tenth case. The details of these cases are summarized in Table 1 . Clinically pretibial LPP must be differentiated from the following conditions: infectious diseases, histiocytic tumors, vascular lesions, spitzoid proliferation, and lichenoid conditions. The condition is not associated with any systemic disease. [6] A wide variety of histopathological conditions such as cutaneous plasmacytoma, primary cutaneous plasmacytosis, and end-stage multiple myeloma must be considered as the differential diagnosis. In contrast to this group of disorders, LPP in children does not feature lymphoid or plasmacytic atypia and clonality. [6] The main differential diagnosis is with other reactive infiltrates including acral pseudolymphomatous angiokeratoma of children (APACHE), but this condition is characterized by multiple, unilateral persistent angiomatous papules or nodules on the acral regions of hands and feet. [5] In APACHE, histologically, the nodules are characterized by well-circumscribed nodular dermal infiltrate composed of lymphocytes, histiocytes, plasma cells, and thick-walled long blood vessels lined with plump endothelial cells. [5] Our case is strikingly similar clinically and histopathologically with the published nine cases and fulfills the criteria to say that it is a case of pretibial LPP.
The exact pathogenesis of this benign condition is not known, but may be the lesions represent an unusual local reactive process to yet unknown antigen. [2] LPP is a benign chronic condition; although there was no effective treatment, the plaques can be treated for cosmetic reasons with potent local steroids or intralesional steroid injections with varying outcomes. Pulsed dye laser induced a certain degree of fading of purplish color. Complete excision of the plaque is the final answer.
[5]
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